To the Editor,
Among critically ill patients, progression to tracheostomy for those requiring extended ventilatory support has become routine. Bedside tracheostomy has been proposed as preferable to tracheostomy in the operating room (OR) due to lower costs, reduced wait times, and avoidance of transport of critically ill patients to the OR. [1] [2] [3] We conducted a retrospective chart review of mechanically ventilated patients in the Mount Sinai Hospital intensive care unit (ICU) who underwent nonurgent bedside surgical tracheostomy (BST) to evaluate complications and outcomes.
Between February 2009 and April 2013, there were 97 patients who required BST in the ICU. Their mean (SD) age was 59 (17) yr, Acute Physiology and Chronic Health Evaluation II score was 27 (8), and 53% were male. Most of the patients were admitted for respiratory failure (n = 60, 62%), primarily from another acute care facility (n = 44, 45%) or from home (n = 39, 40% (Table) . Minor complications (e.g., bleeding) were relatively common after the procedure, whereas severe complications (e.g., accidental decannulation, barotrauma, tracheomalacia, subglottic stenosis) were rare (Table) .
Three days prior to tracheostomy, 23% (n = 22/96) and 27% (n = 26/96) of patients were receiving sedative or opioid infusions, respectively. These percentages fell to 10% (n = 9/92) and 18% (n = 17/92), respectively, on day 3, likely reflecting increased adaptive patient comfort. Most patients were successfully weaned from the ventilator (n = 63, 65%), with a median [IQR] duration of mechanical ventilation of 21 [14-31] days. Hospital survivors (n = 61, 63%) had a median [IQR] hospital length of stay of 60 [35-102] days. A large proportion of patients were discharged with a tracheostomy (n = 38, 39%) or died with a tracheostomy in place (n = 34, 35%). In all, 25 (26%) patients were decannulated in hospital, and seven patients (7%) were discharged directly home.
Although BST is common, most centres utilize a percutaneous dilational technique (PDT). 3 The trend toward PDT at the bedside is related to the relative ease of the procedure and a shorter procedure time. 3 Following several episodes of damage to the flexible bronchoscope during PDT, our centre opted for BST performed by the otolaryngology service. Most studies have reported similar rates of serious perioperative complications with bedside PDT and BST. 3, 4 The overall perioperative complication rate in our study was higher than that reported in a prior meta-analysis (8% vs 3%) 4 of 21 non-randomized trials. Those studies, however, rarely reported minor complications, such as transient desaturation, 4 which in our study accounted for 50% of perioperative complications. While examining postoperative surgical notes and intraoperative nursing notes, we identified complications that may have been overlooked in other studies. Regarding postoperative complications, metaanalyses comparing BST and PDT have been inconsistent. 3, 4 As a result, the consensus is for practitioners to choose the technique with which they have the most experience.
Compared with a large retrospective study of 1,445 patients in North Carolina, 5 our study had a similar number of patients discharged home or who died in hospital. We had fewer patients discharged to long-term care and rehabilitation hospitals, however, with more discharged to another acute-care facility, which limited determination of the final discharge destination.
Overall, our data and the current literature suggest that BST in critically ill, mechanically ventilated patients is associated with a relatively low incidence of major perioperative complications. These patients, however, experience significant in-hospital mortality and low decannulation rates prior to discharge. Other** 5 (5%) *Barotrauma included three patients with pneumothorax, one with pneumomediastinum, and one with subcutaneous emphysema. **Other = tracheal suction trauma, transient apnea, cardiac arrest, tracheostomy malposition, pleural effusion.
